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Penicillin: Penicillin is not beneficial in the treat- 
ment of rheumatic fever. It is harmful when con- 
tinued over a long period of time. (Watson and 
Swift, 1944) (Foster et al, 1944). In a series of 168 
consecutive admissions to this hospital, 13 patients 
had been treated with penicillin without demon- 
strable benefit. 


Vitamins: Since the food intake per patient aver- 
ages 3250 calories daily and since a varied diet is 
made available, supplementary vitamins have not 
been used routinely. Where a patient has been seri- 
ously ill and the dietary intake has been deficient, 
vitamins are added. Vitamin C has not caused a more 
rapid convalescence as indicated by a leveling of 
the temperature curve and the sedimentation rate. 
In a short series of cases of rheumatic purpuras, 
vitamin P (Hesperidin) has not corrected nor pre- 
vented the recurrent attacks of petechial hemor- 
rhages (Montgomery, 1944, 1945). Vitamin K and 
calcium in large dosage have likewise been ineffec- 
tive in correcting the increased capillary fragility 
common to the rheumatic state. 


Iron: Iron is of value in correcting the anemias 
secondary to the active rheumatic state. Ferrous 
sulphate Gr. 6 tid. is adequate dosage. 


Fever Therapy: Fever therapy has not been evalu- 
ated. It has been shown that chorea clears up 
rapidly with fever therapy. (Sutton, 1931; Sutton 
and Dodge 1933 and 1936). Sutton’s recent (Sutton, 
1938) comparative study of treated and untreated 
chorea patients has suggested that this form of 
therapy may have a beneficial effect on the severity 
of subsequent cardiac lesions. 


X-Ray Therapy: X-ray Therapy has been advo- 
cated in the treatment of the active phase of carditis. 
(Levy and Golden, 1926; 1927; 1928). Upon the basis 
of their work, 201 cases of active rheumatic fever 
cases were selected. The criteria for selection were 
that each case had been active with one or more 
recurrences for six consecutive months and had not 
reached the quiescent state upon usual therapy. The 
case histories, physical findings, and laboratory pro- 
cedures were analyzed before X-ray therapy was 
initiated and again six weeks after the series of 
X-ray treatments had been completed. The roentgen- 
ologist did not know the state of activity of the dis- 
ease in any case and administered 100 R through the 
myocardium weekly for five weeks, to 71 patients, 
the same dosage through the myocardium and over 
the cervical sympathetic ganglia to 63 patients, and 
no treatment to 67 patients. Thus 71 patients re- 
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ceived treatment of 500 R to the myocardium; 63 
received the same dosage to the myocardium and 
to the cervical sympathetic ganglia and 67 received 
no treatment. In the last group, the exposed field 
was blacked out by a lead filter. Of the 71 patients 
who received treatment to the myocardium 49.4% 
had no effect; 47.2% showed slight improvement 
and 1.4% marked improvement. Of the 63 patients 
who received treatment to the myocardium and 
cervical sympathetic ganglia 65% showed no effect, 
while 33.3% showed slight improvement and 1.6% 
showed marked improvement. Of the 67 who received 
no treatment except psychic influences 59.7% showed 
no effect, while 29.8% showed slight improvement, 
10.4% showed marked improvement. From this 
study it is believed that X-ray therapy had no 
therapeutic effect. There may have been a slight 
psychogenic effect in that the patient thought some- 
thing was being done for him. 


Foci of Infection: Removal of foci of infection is 
not done in the active phase of the disease. The 
removal of foci of infection would seem to be a 
logical procedure in the quiescent stage except for 
two factors. First, the difficulty in determining the 
point at which the disease is quiescent even though 
all clinical and laboratory criteria for such have 
been met, and second, the frequency with which 
recurrences of the active phase have been noted 
following tonsillectomy or dental surgery. A sub- 
sequent report from this Unit will give statistical 
proof of the undesirability of removing teeth or 
tonsils until at least six months have elapsed after 
the patient has been thought to be in the quiescent 
state. 


Blood Plasma: Blood plasma has been admin- 
isered to 9 patients. There was definite evidence of 
an increase in the rheumatic activity in 7 of the 9 
patients. Therefore, it is believed that blood plasma 
yen not be used in the active phase of rheumatic 

ever. 


Serums and Vaccines: Serums and vaccines have 
proven disappointing in the past. (Hitchcock, Mc- 
Ewen & Swift, 1930) (Wilson, 1980) (Coburn, 1931 
and 1935). Therefore they have not been used or 
further investigated. 

Treatment in the Inactive or Quiescent Stage: 
The treatment in the quiescent stage differs from 
that planned for the active stage largely in degree. 
The periods of rest are shortened. The nursing care 
is very little except for the care taken to record the 
daily temperature curve and the supervision of the 
reconditioning program. 
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Climatotherapy: The exposure of the rheumatic 
fever patient to a warm dry climate and regulated 
heliotherapy is of some general benefit. It is believed, 
but not yet proven, that the hemolytic streptococcus 
dies out in this climate. The incidence of rheumatic 
fever in Naval training camps in the temperate zone 
has been definitely greater than in the training 
camps in the subtropical zone. The incidence of acute 
streptococcic infections of the throat appears to be 
lower in the subtropical climate. It is our experience 
that a warm dry climate has a beneficial effect on 
the disease. Exposure to sunshine, however, must 
be gradual and carefully regulated. 


Physiotherapy: Physiotherapy is definitely harm- 
ful in the transudative stage of the rheumatic poly- 
arthritis. It is of value in the older age group when 
there is residual muscle weakness, jelling, arthral- 
gia, fibrositis and bursitis. 

Avoidance of Infection: Since there is a direct 
relationship between the hemolytic streptococcal 
throat infection and rheumatic fever in susceptible 
individuals, every effort should be made to protect 
those who may be susceptible or are known to be 
susceptible. With the onset of an acute upper res- 
piratory infection bed rest is essential. Isolation 
technique should be practiced. Various procedures 
such as the oiling of floors and blankets, sweeping 
with sawdust and pushbroom, are done to minimize 
dust dissemination and have proved beneficial in 
preventing spread of respiratory infections. These 
procedures have been followed here. 

Salicylates apparently do not protect a susceptible 
individual from recurrences nor are they of any 
benefit in the treatment of recurrences, except for 
their antipyretic and analgesic effect. The adminis- 
tration of sulfanilamide, once a hemolytic strepto- 
coccal infection has started, has not prevented 
rheumatic recrudescences. (Coburn, 1944). The 
daily administration of sulfathiozole or sulfadiazine 
throughout the year will reduce the incidence. of 
streptococcal infection 80 per cent (Coburn, 1944). 
A well controlled prophylaxis program is necessary 
to establish conclusively the advantages and dis- 
advantages of such a procedure which may involve 
serious hazards. 

The use of penicillin in a prophylactic program, 
especially penicillin in pastules for the prevention 
of the streptococcal infections, is now feasible. 
Penicillin therapy for the acute hemolytic strepto- 
coccal infections of the throat does not tend to in- 
fluence the rate of occurrence or recrudescence of 
rheumatic fever. 


Educational Program: Each patient early in his 
illness fills out a questionnaire to ascertain his chief 
interests. An educational officer then supervises di- 
versional reading and as the patient improves, the 
program is so planned as to lead to promotion in 
rate or to graduation with certification, in grade 
school, high school, or college work. 


Reconditioning: The purpose of this program is 
three-fold, First, to increase the blood circulation in 
the vital organs, and to promote oxygenation of 
the tissues; second to prevent the development of 
muscle weakness, and third to maintain interest 


and morale. The reconditioning program is begun as 
soon as the patient is well enough to cooperate in 
supervised deep breathing exercises. The Gold- 
thwaite breathing exercises are used. The recondi- 
tioning program is under the direct supervision of 
the ward physician and carried out by an athletic 
specialist. The athletic specialist is a college grad- 
uate with a degree in physical education. The 
patients are divided into five groups, Group 5— 
Absolute bed patients; Group 4— Bed patients al- 
lowed to stand at bedside; Group 3 — Patients suffi- 
ciently recovered to walk on the level; Group 2 — 
Patients doing four hours light work daily; and 
Group 1— Patients capable of doing 6 to 8 hours 
hard work out of doors daily. Group 5 received only 
Goldthwaite type of breathing exercise in bed. Group 
4 does the breathing exercises plus resistive arm and 
leg exercises. Group 3 performs the above exercises 
with moderate calisthenics. Group 2 does fifteen 
minutes of body building exercises and mild re- 
creational games. Group 1 not only performs the 
reconditioning calisthenics but also participates in 
more strenuous recreational games. All five groups 
go through the program for 15 to 30 minutes twice 
daily. Promotion from Group 5 to Group 1 is made 
by the physician after a weekly physical examina- 
tion and the results of the 12 inch or 20 inch step 
test are known. 

Rehabilitation begins when it is known that the 
patient cannot be returned to duty status. When 
damage to cardiac structures is of such degree that 
there is enlargement, or when diastolic murmurs 
with detectable limitation of the cardiac reserve are 
observed, the patient’s occupational and social status 
are reviewed. In the light of this knowledge, and of 
the knowledge of the patient’s aptitudes as learned 
during the months of the educational and occupa- 
tional convalescent programs, an attempt is made 
to train him in an occupation suitable to his ability 
to perform useful work. 

As a result of this program of therapy, to date 
47.6% of the case load has been returned to full 
duty; 34.2% returned to duty in a warm dry climate 
and 18.2% rehabilitated in part and discharged. The 
recurrence rate after return to duty (Bingham, 
1945) is 2.4% approximately. 


Lt. Comdr. Geo. C, Griffith (MC) USNR 
Capt. W. H. Leake (MC) USNR 
Lt. Comdr. Hugh Butt (MC) USNR 
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